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Abstract 
Aim and background. The Toolkit Mental and Social Rehabilitation was developed to improve 
the presentation and integration of psychosocial rehabilitation in persons with spinal cord injury. We 
investigated whether professionals’ opinions on psychosocial rehabilitation improved after the 
implementation of the Toolkit. Furthermore, we evaluated the Toolkit and its implementation.  
Methods. A mixed methods before (N = 51) and after  (N = 71) design was used. Two 
questionnaires were developed for this study: the Mental and Social Rehabilitation Scale (α = .81 - 
.84) and the Toolkit Evaluation Questionnaire (α = .93). Alongside, semi-structured interviews were 
conducted among managers, rehabilitation physicians and social workers of three participating 
rehabilitation centres in the Netherlands (N = 8).  
Results. Although the general opinion on psychosocial rehabilitation did not improve, the 
Toolkit was evaluated positively. It provides information and structure and improves communication 
between professionals and patients. However, professionals felt not more involved in the process and 
felt that feedback from the researchers was lacking. 
Discussion. The Toolkit seems useful but more attention should be paid to its implementation. 
Recommendations for improvement of the implementation are made. Moreover, further development 
of the Toolkit is suggested.  
 
Keywords: spinal cord injury, psychosocial rehabilitation, Toolkit, professionals 
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Introduction 
Approximately 8.000 persons in the Netherlands suffer from the consequences of a traumatic 
spinal cord injury (SCI) and that number is growing with nearly 12 per million inhabitants each year 
(Nijendijk, Post, & Van Asbeck, 2014). Acquiring a spinal cord injury (SCI) is a major life event 
leading to physical disability and secondary complications, which have major impact on the quality 
of life (Post, & Noreau, 2005). An SCI is an insult to the spinal cord resulting in either temporary or 
permanent impairment of motor, sensory or autonomic functions. The amount of functional loss or 
complications depends on the location of the SCI. The higher the injury, the more physical 
dysfunction and complications appear. The causes of an SCI can be traumatic or non-traumatic. 
Traumatic SCIs are caused by an accident, whereas non-traumatic SCIs have medical causes, such as 
tumorous compression and inflammation. The number of persons with a non-traumatic SCI is 
unknown (New, Cripps, & Lee, 2014), but this group makes up more than half of the SCI population 
in Dutch rehabilitation centres (Osterthun, Post, & Van Asbeck, 2009). While the main focus in 
current rehabilitation therapy is physical rehabilitation, many SCI patients suffer from subsequent 
mental health problems, even years after discharge from the rehabilitation centre (Post, & Van 
Leeuwen, 2012).  
After the acute state of the SCI, patients are admitted to an inpatient rehabilitation setting. 
There, they learn to deal with the physical disabilities and secondary complications of their SCI, such 
as bladder or bowel dysfunction and spasticity (Kirshblum, et al., 2007). In addition, persons with 
SCI have to learn to deal with emotional, psychological and social consequences of the SCI, such as 
negative affective states, cognitive deficits, regaining control over their life, accepting bodily changes 
and overcoming barriers in relationships and work (Frank, Rosenthal, & Caplan, 2010; Kirshblum, et 
al., 2007; Post, & Van Leeuwen, 2012).  
Because these psychosocial aspects need attention next to the medical, physical and functional 
aspects, an interdisciplinary team approach is needed in inpatient SCI rehabilitation (Emerich, 
Parsons, & Stein, 2012). The team’s psychologist assesses patient’s strengths and weaknesses in 
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cognition, mood and behaviour and evaluates what the impact of these aspects might be on the 
rehabilitation process and integration in the community (Huston, et al., 2011). Next to clinical 
interventions for individuals or groups of patients and for relatives, the psychologist also aids the 
team’s understanding of the patient’s personality, affective functioning and behavioural responses. In 
addition, the psychologist addresses difficulties in the therapeutic relationship between team, patient 
and/or relatives (Hammond, Gassaway, Abeyta, Freemans, & Primack, 2011; Wilson, et al., 2009). 
The team’s social worker supports the patient and relatives with regard to tasks as financial planning, 
discharge services, community and in-home services and organizing peer and advocacy groups, 
which all contribute to patient’s reintegration into community (Hammond, et al., 2011). 
Besides the psychologist and the social worker, other professions are also involved in 
psychosocial rehabilitation. For instance, the recreation therapists are primarily responsible for 
assessing pre-injury leisure lifestyle, developing goals and implementing a treatment plan that 
facilitates patient’s return to independent, active and healthy lifestyle (Cahow, et al., 2009). 
Occupational and physical therapists contribute to integration in the community, for instance by 
teaching patients how to cross a street, how to catheterize in public bathrooms, how to deal with 
stigma’s, how to transfer between various elevated surfaces or how to manage doors and elevators 
(Natale, et al., 2009; Ozelie, et al., 2009). 
Hammell (2007) studied the opinions of former patients on their own rehabilitation process. 
The results indicated that psychosocial guidance has to be adjusted to the individual needs of the 
patients and that patients have to be involved in their own rehabilitation process. Further, the 
competence, kindness, closeness and view of rehabilitation team members as well as regular contact, 
accurate communication and availability of the rehabilitation services have great influence on the 
rehabilitation process of persons with SCI (Gill, Dunning, McKinnon, Cook, & Bourke, 2014; 
Hammel, 2007). 
Recent research has shown that many persons with SCI have an elevated prevalence of 
depression, anxiety and post-traumatic stress disorder and a lowered level of life satisfaction in 
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comparison to the general population (Post, & Van Leeuwen, 2012). It is suggested that future 
research should address the importance of assessing patients’ needs and wishes in order to improve 
or maintain quality of life (Tate, Boninger, & Jackson, 2011). Likewise, a Dutch study indicated that 
psychosocial treatment in the Netherlands should improve in order to reduce psychological 
complaints of persons with SCI five years after discharge (Van Leeuwen, Hoekstra, Van 
Koppenhagen, De Groot, & Post, 2012). Dwarslaesie Organisatie Nederland, the Dutch organisation 
for persons with SCI, underscored this issue and stated that too little was known about psychosocial 
rehabilitation in persons with SCI. Together, this formed the basis for the new care protocol1 for 
persons with SCI in the Netherlands (Spek, 2013). According to Dutch researchers a bottom-up 
approach was necessary to retrieve information about possible improvements in psychosocial 
rehabilitation from persons with SCI and professionals. 
In 2014 Onderwater, Van Leeuwen and Post (Onderwater, Van Leeuwen, & Post, 2014) 
conducted a study in three rehabilitation centres in the Netherlands among former SCI-rehabilitants. 
The aim of the study was to gain insight in the needs and wishes of persons with SCI related to the 
improvement of psychosocial rehabilitation. Although divergent wishes were expressed, four main 
themes were revealed. The former rehabilitants indicated that a) having a good relationship with a 
professional and b) receiving individual attention for both patient and the patient’s close relatives are 
important. They also indicated that it is important c) to learn from peer support and d) to have 
guidance in the transition from the rehabilitation centre to the home situation.  
Parallel to that study, the experiences and opinions on psychosocial rehabilitation treatment 
among professionals were investigated (Onderwater, Van Leeuwen, Van Diemen, Nourouz, & Post, 
submitted). The results of this study indicated that professionals regard psychosocial recovery to be 
a major goal in rehabilitation. In congruence with the former rehabilitants, professionals also 
recognized that the person’s close relatives should receive more attention and that guidance in the 
                                                 
1 The care protocol (Zorgstandaard) is a description of what SCI rehabilitation ideally should look like. 
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transition to the home situation is of importance. In addition, a clearer presentation of the available 
therapies in psychosocial treatment and more support for the multidisciplinary team by the 
psychologist and social worker were mentioned as important in improving psychosocial 
rehabilitation. Lastly, it was suggested that it should be better integrated in the rehabilitation process.  
Based on these results an advisory group, consisting of a rehabilitation physician, 
psychologists, experts by experience and a process manager proposed to first clarify the current 
program of psychosocial rehabilitation to patients instead of developing a new intervention. To this 
end, the Toolkit Mental and Social Rehabilitation (Toolkit) was developed to improve the 
presentation and integration of psychosocial rehabilitation in the spinal cord injury population. The 
Toolkit consists of three components: a) a menu, which presents available therapies of psychosocial 
treatment, b) concrete psychosocial treatment goals leading to discharge criteria, and c) a checklist 
for mental and social rehabilitation which helps professionals in evaluating psychosocial 
rehabilitation. 
 The current project evaluates the Toolkit and consists of two parallel studies: one among patients 
and another among professionals. The present study focused on professionals and the main question 
was whether according to professionals’ opinions psychosocial rehabilitation for persons with SCI 
has improved after the implementation of the Toolkit. Furthermore, it was investigated how 
professionals evaluate the Toolkit and whether the implementation of the Toolkit had succeeded. It 
was hypothesized that in comparison to the situation before the implementation of the Toolkit: a) the 
general judgment of professionals on psychosocial rehabilitation is more positive, b) treatment goals 
for mental and social rehabilitation are clearer to the multidisciplinary team, c) the psychosocial 
rehabilitation treatment program were clearer for persons with SCI, according to professionals, and 
d) psychosocial rehabilitation has become a self-evident part of the rehabilitation process, according 
to professionals.  
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Methods 
Respondents 
The study was conducted in three SCI rehabilitation centres in the Netherlands. The only 
inclusion criterion was that respondents were professionals in SCI rehabilitation care working in one 
of the three involved centres. No exclusion criteria were set. Informed consent was obtained from all 
participants. 
 
Design 
This study was conducted during part of 2014 and 2015 and used a mixed methods before-
after design with two measurement moments: before the Toolkit was implemented (T1) and one year 
after the implementation (T2). All professionals in the rehabilitation centres De Hoogstraat 
Rehabilitation Centre (Utrecht), Rijndam Rehabilitation Centre (Rotterdam), and Sint 
Maartenskliniek Rehabilitation Centre (Nijmegen) were asked to participate in the study. Team 
managers or psychologists were contacted and asked to recruit the professionals of their respective 
rehabilitation centres. Questionnaires were sent including pre-paid return envelopes to facilitate 
returning the questionnaires without extensive costs. Reminders were sent asking to return the 
completed questionnaires. Furthermore, one researcher (EMV) interviewed a smaller selection of 
professionals, in order to gather more extensive, qualitative, information. 
Professionals completed questionnaires on their opinions on psychosocial rehabilitation in the 
rehabilitation centre they work in. At both T1 and T2 the Mental and Social Rehabilitation Scale was 
completed, which measured professions opinions on psychosocial rehabilitation. At T2 the Toolkit 
Evaluation Questionnaire was added to gain insight in the evaluation of the Toolkit and its 
implementation. Furthermore, a small sample of professionals was interviewed using a semi-
structured interview format in order to gain in-depth insight in the implementation process. 
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Materials 
Mental and Social Rehabilitation Scale (MSRS). This Dutch questionnaire (Appendix A) was 
developed for the current study. It measures the professionals’ opinions on the available therapies in 
psychosocial rehabilitation treatment (Offer; item 1, 2 and 3), expertise of the multidisciplinary team 
(Expertise; item 4, 6, 9 and 10) and coordination of psychosocial treatment goals within the 
multidisciplinary team (Coordination; item 5, 7 and 8). Eight items are scored on a four-point scale 
(1 = good, 2 = sufficient, 3 = could be better and 4 = could be much better). Items nine and ten were 
answered in Dutch school grades (0-10), with the higher the grade, the more positive the judgement. 
To have equal weight per item, the responses on the grade items were first transformed into four 
categories. The total score was calculated by the sum of the eight scale items and the two transformed 
graded items. For the subscales, the sums of the (transformed) items in that subscale were calculated. 
With use of the subscale Offer it was investigated whether professionals thought the available 
therapies in psychosocial rehabilitation treatment were clearer for persons with SCI after the 
implementation of the Toolkit. The subscale Coordination was used to study whether treatment goals 
for mental and social rehabilitation were clear to the multidisciplinary team. The items in these 
subscales were related to the specific topics. The subscale Expertise was not used in this study.  
Toolkit Evaluation Questionnaire (TEQ). This Dutch questionnaire (Appendix B) was 
developed for the post-test of the current study in order to reveal how professionals had experienced 
the implementation of the Toolkit. Questions relate to whether professionals knew about the 
implementation of the Toolkit, whether they had noticed changes, whether they would relate these 
changes to the implementation of the Toolkit and whether the implementation had improved 
psychosocial rehabilitation treatment. Eight questions were answered on a five-point scale (1 = no, 
definitely not, 2 = not really, 3 = a little, 4 = yes, definitely and 5 = I don’t know). For data analyses 
the order of answers was recoded with I don’t know as a natural answer between the two insufficient 
and the two sufficient answers. The total score was calculated by the mean score of the eight scale 
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items. Furthermore, two open questions were asked on whether professionals had any suggestions for 
improvement of the Toolkit and its implementation.  
Semi-structured interview. During data collection, rehabilitation physicians (N = 3), social 
workers (N = 3) and team managers (N = 2) of three rehabilitation centres were interviewed at location 
for approximately 30 minutes in a semi-structured fashion. A list of topics (Appendix C) was made 
in advance to make sure all topics of interest where touched upon during the interview. Questions in 
this interview related on the implementation of the Toolkit, the nature of the observed changes, 
strengths and weaknesses of the Toolkit, cooperation of the multidisciplinary team, suitability of the 
Toolkit in the psychosocial rehabilitation treatment and possible further improvements.  
 
Data analyses 
Quantitative analyses. SPSS version 20.0 (International Business Machines Corporation, 
2011) was used to analyse the quantitative data. Descriptive statistics were used to gather insight in 
the distribution of the data. Reliability analyses were conducted for both the MSRS and the TEQ. 
Because of the assumed non-normal data distribution and ordinal measurement levels, Mann—
Whitney U tests were used to measure pre-test post-test differences on the MSRS.  
For the MSRS an exploratory factor analysis was conducted to identify the assumed 
subgroups: Offer, Expertise and Coordination. The total score for the overall MSRS, the subscale 
Coordination and the subscale Offer were calculated to compare pre-test and post-test scores and to 
test whether professionals evaluated psychosocial rehabilitation more positively and treatment goals 
as clearer, and whether they thought psychosocial rehabilitation was clearer for persons with SCI. For 
both the MSRS and the TEQ the response frequencies were calculated. For the MSRS, “could be 
much better” and “could be better” were defined as insufficient, whereas “sufficient” and “good” 
were defined as sufficient. For the TEQ, scoring less than “a little” was defined as insufficient, “a 
little” up to “yes, definitely” were defined as sufficient. Four TEQ subgroups were set based on the 
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concept of the items: Implementation (items 1 and 2abc), Usefulness (items 3abc), Patients 
Appreciation (items 4, 5 and 7) and Involvement (items 6 and 8). 
Missing data. When a respondent gave two, sequential answers to an item on the MSRS or 
the TEQ, the mean response was included. For instance, when an item was answers with both a two 
and a three, “two-and-a-half” was taken up in the data set. For each respondent a total score for the 
MSRS and the TEQ were calculated, if at least two thirds of the items was answered.  
Post hoc tests. To gain insight into possible influential subgroups at micro-level, post hoc tests 
were conducted. Chi square tests were conducted to test whether gender, profession and rehabilitation 
centre differed at pre- and post-test. Kruskall—Wallis tests were used to determine differences within 
rehabilitation centre, profession and gender at both pre- and post-test.  
Qualitative analyses. The recorded interviews were transcribed in full and analysed with use 
of MAXqda108 (MACQDA, 1989-2013). The researcher (EMV) coded the interviews based on the 
topics discussed during the interview. In addition, the essay questions of the MSRS and the TEQ were 
coded based on themes that were discussed in previous research (Onderwater, et al., submitted). All 
codes were discussed with a second researcher (CvL), until agreement was reached. Both the 
interviews and the essay questions gave insight into psychosocial rehabilitation, whether psychosocial 
rehabilitation had become a self-evident part of rehabilitation and whether the implementation of the 
Toolkit was successful. 
Quantitative results 
Respondents’ characteristics 
The respondents’ characteristics were determined at pre-test and post-test, as can be seen in 
Table 1. The response rate at post-test was higher (43.0%) than at pre-test (30.9%). None of the 
background variables: age, gender, profession, rehabilitation centre and years of service, showed a 
significant difference between pre- and post-test. Visual inspection did not indicate any floor- or 
ceiling effects. 
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Table 1. Respondents’ characteristics at pre- and post-test and Pre-test Post-test differences 
 Pre-test Post-test Difference pre-test, post-test 
N 51 71  
Response rate 30.9% 43.0%  
Age M 39.7, Mdn 38.0, SD 12.3 M 38.0, Mdn 37.5, SD 11.1 
U = 1254.5, z = -.62,  
p = .536 
    
Gender 38 females (74.5%) 47 females (66.2%) χ2 (1) = .41, p = .525 
    
Years of service 
M 11.1, Mdn 9.5, SD 8.8  
(1 – 34) 
M 10.9, Mdn 7.5, SD 9.0 
(1 – 35) 
U = 1420.5, z = -.12,  
p = .904 
    
Profession   χ2 (6)= 4.73, p = .579 
Rehabilitation physician 3 (5.9%) 6 (8.5%)  
Psychologist 2 (3.9%) 4 (5.6%)  
Physical therapist 8 (15.7%) 14 (19.7%)  
Occupational therapist 11 (21.6%) 8 (11.3%)  
Social worker 3 (5.9%) 1 (1.4%)  
Nurse 21 (41.2%) 31 (43.7%)  
Other 2 (3.9%) 4 ( 5.6%)  
Missing 1 (2.0%) 3 (4.2%)  
    
Rehabilitation centre   χ2 (2) = .94, p = .624 
De Hoogstraat1 19 (37.3%) 28 (39.4%)  
Rijndam2 11 (21.6%) 19 (26.8%)  
St. Maartenskliniek3 20 ( 39.2%) 22 (31.0%)  
Missing 1 (2.0%) 2 (2.8%)  
1. De Hoogstraat Rehabilitation Centre, Utrecht, 2. Rijndam Rehabilitation Centre, Rotterdam,  
3. Sint Maartenskliniek Rehabilitation Centre, Nijmegen 
* significant at p-level of p < .05 
 
Mental and Social Rehabilitation Scale (MSRS) 
Reliability and correlations. The overall reliability of the scale with all ten items included was 
good (αpre-test = .81, αpost-test = .84). Correlation analyses showed a significant association between the 
total score on the MSRS and gender (ρ = -.41, p = .004) at the pre-test, which indicated that men had 
higher scores on the MSRS than women. At the post-test, no associations between the total score on 
the MSRS and any background variable were found. The exploratory factor analysis could not be 
conducted because of the too low item-to-N ratio. Therefore, the subgroups were set based on concept, 
as previously described.  
Response at pre- and post-test. Comparing the total scores indicated that the MSRS total score 
at pre-test was significantly higher than at post-test (Table 2), which is in the opposite direction of 
what was predicted. Furthermore, it was predicted that scores on both subscales Offer and 
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Coordination would be higher at post-test than at pre-test, however no differences were found. Post 
hoc analyses indicated no significant differences in the respondents’ answers at pre- and post-test on 
the grade-items.  
 
Table 2. Response frequencies at pre- and post-test in percentages and pre-test post-test differences 
in grades, total score and subgroups of the MSRS 
 Pre-test Post-test 
Pre-test Post-test 
differences  Insufficient Sufficient Insufficient Sufficient 
1. Patient knows what therapies for 
mental and social rehabilitation are 
available. 
55.0 45.1 52.4 47.7 NA 
2. Patients make use (as needed) of our 
available therapies for mental and 
social guidance. 
29.5 70.6 51.6 48.5 NA 
 
3. For each patient it is clear to us what 
we want to achieve in mental and 
social terms. 
 
66.7 33.3 72.4 25.7 NA 
4. All team members are expert within 
their profession of guiding a patient in 
mental and social terms. 
48.0 52.0 54.4 45.6 NA 
5. The team together with the patient 
determine what is the necessary 
aftercare in mental and social terms .  
44.9 55.0 46.4 43.6 NA 
6. I am an expert in guiding a patient in 
mental and social terms. 
32.0 68.0 37.7 62.2 NA 
7. Concrete goals are formulated with 
respect to mental and social 
revalidation. 
59.2 40.8 71.2 28.8 NA 
8. The mental and social guidance is 
established with mutual harmonization. 
44.9 55.1 55.9 44.2 NA 
      
Subscale Offer (items 1, 2 & 3) 50.4 49.7 58.8 40.6 
U = 1436.0,  
z = -1.50,  
p = .067 
Subscale Coordination (items 5, 7 & 8) 49.7 50.3 57.8 38.9 
U = 1570.5,  
z = -1.14,  
p = .127 
 Insufficient Sufficient 
More 
than 
sufficient 
Insufficient Sufficient 
More 
than 
sufficient 
 
9. Which grade do you give the mental 
and social guidance by your team? 
5.9 78.4 15.6 9.1 77.3 13.6 
U = 1595.5,  
z = -.50, 
p = .616 
10. Which grade might the average 
patient give to the mental and social 
guidance by your team?  
8.7 80.5 10.9 16.7 68.4 15.0 
U = 1377.5,  
z = - .02,  
p = .987 
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MSRS Total score M = 16.17, SD = 4.12 M = 14.71, SD = 4.95 
U = 1462.5,  
z = -1.70,  
p = .045* 
For items 1 – 8: Insufficient: scores less than “sufficient”, Sufficient: scores of “sufficient” or higher 
For items 9 & 10: Insufficient: grade < 5.5, Sufficient: grade ≥ 5.5 and < 7.5, More than sufficient ≥ 7.5 
* significant at p-level of p < .05  
** significant at p-level of p < .025 (Bonferroni-correction for post hoc tests) 
 
Post hoc tests for background differences on MSRS. No differences between pre-test and post-
test were found regarding gender, profession and rehabilitation centre. Also, no significant differences 
within gender, profession and rehabilitation centre were found at both pre-test and post-test after 
correcting for the amount of post-tests (Table 3, Appendix D). 
 
Table 3. Medians on the MSRS total score and between and within groups, pre-test post-test 
differences for gender, profession and rehabilitation centre. 
 
Pre-test (N = 51) 
Mdn (IQR) 
Post-test (N = 71) 
Mdn (IQR) 
Pre-test Post-test differences 
Gender   χ2 (1) = .41, p = .525 
Male 18.0 (4.00) 15.0 (5.50) χ2 (1) = 6.61, p = .010 
Female 14.5 (4.63) 15.0 (7.00) χ2 (1) = .07, p = .787 
    
Profession   χ2 (6)= 4.73, p = .579 
Rehabilitation physician 21.5 a 17.0 (5.00) χ2 (1) = .27, p = .601 
Psychologist 16.0 a 19.0 (8.50) χ2 (1) = .21, p = .643 
Physical therapist 17.5 (5.25) 12.0 (9.50) χ2 (1) = 6.42, p = .011 
Occupational therapist 16.0 (3.00) 15.5 (5.25) χ2 (1) = .02, p = .901 
Social worker 19.0 a 17.5 (5.25) χ2 (1) = 1.80, p = .180 
Nurse 14.0 (7.25) 13.0 (6.00) χ2 (1) = .16, p = .687 
Other 16.5a  18.0 (14.75) χ2 (1) = .06, p = .814 
    
Rehabilitation centre   χ2 (2) = .94, p = .624 
De Hoogstraat1 14.0 (8.00) 14.0 (5.00) χ2 (1) = .00, p = .957 
Rijndam2 15.5 (6.00) 12.0 (6.50) χ2 (1) = 5.70, p = .017 
St. Maartenskliniek3 17.0 (7.00) 17.0 (8.50) χ2 (1) = .06, p = .810 
1. De Hoogstraat Rehabilitation Centre, Utrecht, 2. Rijndam Rehabilitation Centre, Rotterdam,  
3. Sint Maartenskliniek Rehabilitation Centre, Nijmegen. 
a N is too small to calculate an interquartile range, * significant at p-level of p < .003 (Bonferroni-correction for post hoc tests) 
 
Essay question. The responses given to the essay question “Mental and social rehabilitation 
has succeeded when …” differed between pre- and post-test. At pre-test, respondents mostly indicated 
the importance of psycho-education, communication between professional and patient, and patient’s 
satisfaction. At post-test however, knowledge of the available sorts of psychosocial guidance, 
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patient’s satisfaction, patient’s participation in society, and processing the lifetime experience were 
the main topics. Nevertheless, there was a broad variety in how the question was answered and 
assumedly, interpreted (Appendix E). A few examples of answers given to this question were:  
 
 “the patient can optimally participate in the community with a good QoL [quality of life].” 
Physical therapist, male, Centre A 
 
“both the patient and the team know what treatments are available, what goals they are working 
towards, and what care is provided after inpatient and outpatient rehabilitation.” 
Psychologist, female, Centre A 
but also: 
 
“More cooperation with the psychologist and social worker [is needed]. The role of the psychiatrist 
is unclear and (s)he does not provide guidance to the nursing team.” 
Nurse, female, Centre B 
 
“The length of hospital stays has been enormously reduced, so the patient has to re-enter society 
much sooner. In the past, a patient had more time to come to terms with things and to get used to 
the changed situation. Now it sometimes seems as though they are given a crash course; for 
physical rehabilitation this is no problem, but I think guidance after discharge is needed for the 
mental and social side of things over a longer period of time.” 
Nurse, male, Centre C 
Toolkit Evaluation Questionnaire (TEQ) 
The reliability was very high, α = .93, all items included. Table 4 (Appendix F) shows the 
response frequencies given to the TEQ. The results indicated that about half of the respondents 
(49.6%) evaluated the Toolkit positively. Almost half of the respondents knew about the 
implementation of the Toolkit, whereas the other half indicated to have insufficient knowledge about 
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the implementation of the Toolkit. Furthermore, the majority of the respondents was inconclusive 
about the usefulness of the Toolkit. However, the bulk of the respondents that were conclusive about 
its usefulness, indicated that the Toolkit was useful. Approximately a fifth of the respondents 
indicated that they thought patients appreciated the Toolkit, however the majority was inconclusive 
about this. Also, about a fifth of the respondents felt they were more involved in the mental and social 
guidance via the Toolkit. However, two fifth did not feel more involved and the other respondents 
were inconclusive about it. 
 
Table 4. Response frequencies to the Toolkit Evaluation Questionnaire in percentages, including 
subgroups 
  Insufficient I don’t  know Sufficient 
1. I know that the Toolkit mental and social rehabilitation is implemented.  45.7 5.7 48.6 
2. I know the content of the Toolkit mental and social rehabilitation 
a) the menu, b) psychosocial treatment goals, c) the checklist mental and social 
rehabilitation 
a) 44.9 5.8 49.3 
b) 56.1 6.1 37.9 
c) 59.1 6.1 34.9 
     
3. I think components of the Toolkit are useful 
a) the menu, b) psychosocial treatment goals, c) the checklist mental and social 
rehabilitation 
a) 4.6 46.2 49.3 
b) 4.6 56.9 38.5 
c) 4.7 59.4 35.9 
4. Patients appreciate the menu  4.8 77.8 17.5 
5. Because of (components of) the Toolkit, the psychosocial therapies available 
are clearer for patients.  
 6.3 73.4 20.4 
     
6. Because of (components of) the Toolkit, all disciplines are better informed 
about the available psychosocial therapies and about psychosocial treatment goals. 
 31.3 45.3 23.4 
     
7. Because of (components of) the Toolkit the importance of psychosocial 
rehabilitation is clearer for patients. 
 9.4 68.8 21.8 
8. Because of (components of) the Toolkit I am more involved in the psychosocial 
guidance than before.  
 54.0 27.0 19.0 
Implementation  51.5 5.9 42.3 
Usefulness  4.6 54.2 41.2 
Patients’ appreciation  6.8 73.3 19.9 
Involvement  42.7 36.2 21.2 
Insufficient: scores less than “a little”,  
Sufficient: scores of “a little” and higher 
E.M. Visse, 1029754 Research Master Thesis 13th of July, 2015 
 19 
Post hoc tests for background differences on TEQ. No differences on the TEQ mean score 
was found between gender and rehabilitation centres, but differences were found between professions 
(Table 5), e.g. psychologists scored significantly higher than nurses.  
 
Table 5. Median scores and standard deviations on the TEQ mean score for gender, profession and 
rehabilitation centre and within variable differences. 
  Mdn (IQR) (N = 71) Difference within variable 
Gender Male  2.36 (1.64) χ2 (1) = .00, p = .994 
 Female  2.00 (1.73)  
Profession   χ2 (6) = 23.15, p = .001* 
 Rehabilitation physician 3.18 (1.01)  
 Psychologista 3.41 (.83)  
 Physical therapist 2.14 (1.18)  
 Occupational therapist 2.36 (1.43)  
 Social worker 3.18 (.00)  
 Nursea 1.55 (.73)  
 Other 3.45b  
    
Rehabilitation centre   χ2 (2) = 4.07, p = .131 
 De Hoogstraat1 2.23 (1.75)  
 Rijndam2 1.75 (1.50)  
 St. Maartenskliniek3 2.04 (1.16)  
    
1. De Hoogstraat Rehabilitation Centre, Utrecht, 2. Rijndam Rehabilitation Centre, Rotterdam,  
3. Sint Maartenskliniek Rehabilitation Centre, Nijmegen. 
a Difference between psychologist and nurse, χ2 (1) = 8.99, p = .003*, 
b N is too small to calculate an interquartile range 
* significant at p-level of p < .003 (post hoc correction of p-level 0.05 divided by 15 post hoc tests) 
 
Essay question. Beside the scale items, the questionnaire included two open answer questions 
(Appendix G). After discussion, the two researchers (CvL and EMV) decided to merge the answers 
on these two questions, since most respondents referred in their answer to the other question or 
exchanged the answers. Most often the following pitfalls of the implementation were reported: the 
lack of information (40.6%), the too little raise of awareness in the teams (18.8%), and the lack of 
knowledge about the (implementation of the) Toolkit (12.5%). Also, the lack of a support base from 
the team was mentioned (12.5%). A few examples of answers given to the questions are presented 
below: 
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“To be honest, I did hear the Toolkit had been introduced, but I have not noticed it much in 
practice.” 
Physical therapist, female, Centre A 
 
“If you want to know what the team thinks about it, you have to keep the team informed.” 
Occupational therapist, female, Centre B 
 
Qualitative results 
Toolkit Experiences 
 The Toolkit’s goals were (a) to improve the presentation of the available therapies of 
psychosocial treatment, (b) to clarify psychosocial treatment goals to the team and (c) to integrate 
psychosocial rehabilitation within the overall spinal cord injury rehabilitation. The experiences with 
the Toolkit varied between rehabilitation centres. Professionals in one rehabilitation centre indicated 
that it is unknown whether patients know better about the available therapies. Also, attention to the 
Toolkit during team meetings is lacking. 
In two rehabilitation centres a few interviewees indicated that the Toolkit did not lead to 
changes in the outcome of psychosocial rehabilitation. However, some social workers indicated that 
they have adjusted their working procedure and use (components of) the Toolkit on a regular basis. 
According to them, the Toolkit provides structure for professionals.  
A team manager pointed out that the Toolkit is only a tool to obtain certain goals. She indicated 
that it might be that the instruments of the Toolkit are not known, but that the change in procedure is 
noticed by the professionals.  
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 “… The purpose of these tools, of course, is to achieve something: for you to be clearer in your 
treatment and not to forget anything […] They [professionals] will notice this, but they will not 
make the link with this form, because they do not see it. That is not the way they think, and they are 
too busy with other things”  
Manager, female, Centre A 
 
A rehabilitation physician mentioned that he thought that the Toolkit contributed to improved 
knowledge about what psychosocial rehabilitation has to offer to the treatment. The psychosocial 
treatment goals in rehabilitation are clearer than before the introduction of the Toolkit and they are 
integrated into the discharge criteria for rehabilitation. Another rehabilitation physician indicated that 
although psychosocial rehabilitation was already embedded in the rehabilitation program before the 
Toolkit was used, the Toolkit induced some improvements. The communication within the team has 
improved, psychosocial aspects are discussed more often and there is more attention to psychosocial 
rehabilitation. Furthermore, patients are better informed about the available treatments and 
professionals provide more feedback to the rehabilitation physician about patients’ moods. She thinks 
that the Toolkit has an effect on both patients and professionals. 
 
“So it works in two ways, I guess: the Toolkit brings it [psychosocial rehabilitation] more to 
people’s attention on the one hand, and patients are better informed on the other hand. So it all 
comes together in the middle, with the therapists.”  
Rehabilitation physician, female, Centre C 
 
Evaluating the components. In general, the rehabilitation centres varied in their evaluation of 
the menu card. Two centres were enthusiastic about it and wanted the menu to be expanded with 
information of all disciplines. They offered the menu to patients and the menu was widely used. The 
other rehabilitation centre was less enthusiastic, because a sufficient information folder already 
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existed,. According to the professionals, patients were not positive about the menu either, because of 
the redundancy. 
According to various interviewees, the treatment goals for psychosocial rehabilitation were 
well integrated in the rehabilitation program. They were easy to use and were of added value to the 
psychosocial rehabilitation. At least in one rehabilitation centre, the treatment goals were taken into 
account when evaluating the discharge criteria from inpatient rehabilitation. 
 The checklist for psychosocial aspects was mainly used by the psychologists in all three 
centres. In one rehabilitation centre, it was used during psychosocial consultations were the 
psychologist’s findings were discussed. In another centre, the checklist was also used by social 
workers, who used it as a guidance in building up their rapports. The checklist is called to provide 
structure in conversations with patients. 
 
Implementation bottlenecks 
Whether the implementation of the Toolkit has succeeded was hard to say, according to 
multiple interviewees. Some improvements have been mentioned, such as evaluating psychosocial 
treatment goals before discharge and improvements within psychosocial disciplines. However, also 
a number of bottlenecks were brought to attention.  
 Firstly, there are political issues. Within the current political climate of the Netherlands, time- 
and financial pressure influences the care that can be given to patients. Auxiliary tasks such as 
administration take more and more time of the professionals, which they cannot spend on treating 
patients. Due to shortened inpatient care only most-priority care can be given, according to some 
interviewees. Less urgent (non-medical) issues are transferred to the outpatient care or are not taken 
care of at all. In addition, one rehabilitation centre currently has to deal with renovation of their 
building and cuts in their budget. It has been mentioned by various interviewees that these political 
issues (partly) obstruct the implementation of the Toolkit. 
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“We are forced to stick to the absolute essentials [...] So then of course you have to prioritize. At 
that point it is more important to stop the patient dying of pressure ulcers than to [...] involve his 
partner in rehabilitation”  
Rehabilitation physician, male, Centre B 
 
 Furthermore, interviewees mentioned that many people are involved in rehabilitation 
treatment. Many different things have to be taken care of at the start of or during rehabilitation 
treatment. For instance, informing patients about treatment, getting all therapies started, and a home 
visit before discharges should all be arranged. This makes it hard to get everyone involved in changing 
the procedure, as the Toolkit acquires.  
 Thirdly, interviewees were very critical to the amount of feedback from the research team to 
the professionals, as is also visible from answers given to the essay question of the Toolkit Evaluation 
Questionnaire. Feedback is required to ensure that all professionals are involved in the process. The 
interviewees indicated that feedback should be given more often and on a regular basis. Although the 
researchers sent out newsletters and gave presentations to inform professionals about the current state 
of the study, the professionals did not feel informed and therefore felt not involved.  
 When interviewees were asked after their own contribution to the implementation process, it 
was indicated that primarily the psychologists were held responsible for the implementation of the 
Toolkit. The managers of the rehabilitation centres indicated that implementing the Toolkit does not 
fall within their responsibilities, because they do not have any contact with patients, and they referred 
to the rehabilitation physician. One rehabilitation physician answered to this question that he was not 
actively involved in the process because he suspected that the psychologist was capable enough to 
induce change herself. Reflecting on his own contribution and role within the process, he realised he 
could have contributed more to ensure the implementation became successful. Another rehabilitation 
physician mentioned that he was not responsible for the implementation, but that the team is 
responsible to organise psychosocial rehabilitation to the best of their capabilities. It would not fit 
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within his schedule to monitor this process also. The social workers indicated that they could have 
contributed more to the integration process, when communication with the psychologist would have 
been better. In that case psychologists would not have been the only ones within the team who carried 
out the changing process.  
 
Future developments 
Expanding the menu. During the interviews it was discussed what aspects of the Toolkit could 
be improved. It was indicated that a menu not only for psychosocial aspects, but for all aspects of 
spinal cord injury rehabilitation could contribute to the integration of psychosocial rehabilitation 
within the overall treatment. In that case, all disciplines would work with one menu and would discuss 
this menu more frequently with patients. Also, the team would present itself as a whole, instead of 
different parts. The interviewees did not suggest how such an overall menu could look. It may be that 
a menu is not the proper way to present the total availabilities of treatments, and that a folder or page 
on the website of the rehabilitation centre would be better. Attention must be paid to the information 
already available, so that an overall menu would not be redundant. In addition, it was mentioned that 
tools such as a menu only work out when the team supports the psychosocial rehabilitation and trusts 
that psychosocial issues are treated well. Therefore, the tools of  the Toolkit must be adjusted to centre 
specific needs and wishes. 
 
“… Maybe I’m a bit old-fashioned in that way, but I think that ultimately the policy is highly 
dependent on the individuals who actually do the work.”  
Rehabilitation physician, male, Centre B 
 
Psychosocial treatment goals. The psychosocial treatment goals have stressed the importance 
of psychosocial rehabilitation. We proposed to the interviewees to formulate these goals in a more 
measurable, result-oriented and time-bound way. According to the interviewees, this would make the 
E.M. Visse, 1029754 Research Master Thesis 13th of July, 2015 
 25 
goals more concrete, more measurable and easier to evaluate. It would also contribute in better 
communication within the team and it would set a mark on the horizon. In that way, both professionals 
and patients would have more insight into psychosocial goals during the rehabilitation process. A few 
interviewees indicated that education and guidance in formulating measurable, result-oriented and 
time-bound goals might be necessary.  
 
“The more concretely you can pinpoint your goal, the easier it is to evaluate whether you have 
reached that goal”  
Rehabilitation physician, female, Centre C 
 
 To ensure patients themselves are more involved in their psychosocial rehabilitation, a 
checklist with treatment goals for patients was developed during the current study. Interviewees were 
asked what their opinion was about such a checklist for patients. In general, the checklist was received 
positively. It was thought to be a useful tool for checking patients’ ambitions and priorities in 
psychosocial rehabilitation. The checklist might help patients to gain self-management over their own 
rehabilitation process. It might help patients to look into the future and help them to become aware 
of what is yet to come, although there are differences in patients’ capacity, and timing and speed of 
patients’ process. Therefore, the patient’s personal process should always be taken into account.  
 
“The future is all very well, but it's not now. And this way you’re really forcing people to think hard 
about what happens after rehabilitation”  
Rehabilitation physician, male, Centre A 
 
“… if I take a quick read through the checklist, I think it will make people think a bit more about 
the fact that rehabilitation is not just learning to walk, but that there is also a whole mental process 
involved.”  
Rehabilitation physician, female, Centre C 
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 Furthermore it was mentioned that a checklist for patients should not replace conversations 
with patients. It should be used as an additional tool which might help starting up conversations about 
various topics in a structured manner. This would also contribute to the measurability of the patients’ 
treatments goals, because it can easily be evaluated whether goals have been reached.  
 Additional tool. One of the rehabilitation physicians proposed to provide patients with 
information on psychosocial rehabilitation from an expert by experience. By providing approachable 
information, patients know what to expect which psychosocial phases they will encounter and which 
professional could help them with what topics. The expert could explain these issues in a small 
documentary or a folder, which patients can view or read when they are on their own. This could 
make it easier for patients to speak about thoughts or feelings they are having. 
Improvements to implementation. When the Toolkit would be implemented in other 
rehabilitation centres in the Netherlands, specific needs and wishes should be taken into account. It 
might be that the Toolkit should be adjusted to the already existing program of the rehabilitation 
centres. Some aspects of the Toolkit might already be integrated within one rehabilitation centre, 
whereas another centre could benefit from this aspect. Also, the support base for the Toolkit should 
be as large as possible within the rehabilitation team. Therefore, according to some interviewees, all 
professionals involved in psychosocial treatment should support the Toolkit. 
 In addition, more frequent and more structured feedback should be given by the research team 
to the professionals. The research team should provide clear guidance in the use of the Toolkit and 
should give updates to the professionals of the current state of the research, for instance by providing 
feedback to the professionals or evaluating the implementation during the process. By improving the 
communication between research and clinical practice, the implementation would become successful. 
Psychosocial consultation. Next to adjustments to the Toolkit and improvements to the 
implementation, it was suggested to create psychosocial consultations between rehabilitation 
physician, psychologist and social worker. In two rehabilitation centres such a consultation is already 
embedded on a weekly basis. Although a psychosocial consultation is time consuming, it is valued as 
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useful and as a contribution to the integration of psychosocial rehabilitation. It provides clarity to the 
team on patients’ psychosocial aspects and insight into the actions of professionals and how the 
patient benefits of those actions. Even within the limited time available, urgent cases are always 
discussed. 
 
“It helps the various professions to be more aware of the psychosocial issues and other problems 
that may limit the progress of rehabilitation.”  
Rehabilitation physician, female, Centre C 
 
One rehabilitation centre does not have a separate psychosocial consultation. The social 
worker suspects that such consultation helps in communication between rehabilitation physician, 
social worker and psychologist. Complex, private issues are now difficult to discuss because they are 
confidential and cannot be discussed in existing consultations. The rehabilitation physician 
acknowledged these issues and added that currently these issues are discussed in informal settings. 
However, he doubted whether adding another consultation to the existing structure of consultations 
is of best interests of the patients. He therefore underlined the importance of considering adjustment 
of the content of the current structure. The team’s manager agreed with him. She thought that within 
the existing consultation, topics have to be prioritized. She noted that if psychosocial topics are of 
high importance, then time should be reserved within those consultations. 
 
 “… I am absolutely against yet another consultation meeting! No, it’s just so… odd, to go on 
adding something each time, when you already have consultations where these sorts of things 
should be discussed. […]  So if that’s not good enough, you need to think about what you can do 
about it, rather than coming up with yet another extra thing.”  
Manager, female, Centre A 
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Discussion 
In the present study we investigated whether according to professionals’ opinions 
psychosocial rehabilitation for persons with SCI has improved after the implementation of the 
Toolkit. In addition, it was studied how professionals evaluated the different components of the 
Toolkit and whether the implementation of the Toolkit was successful. The quantitative results 
indicated that after the implementation of the Toolkit, the general judgement of professionals on 
psychosocial rehabilitation was not improved. Also, the results did not indicate that treatment goals 
for psychosocial rehabilitation were clearer to the multidisciplinary team, neither that according to 
professionals, the psychosocial therapies available were clearer to patients. However, the data also 
showed that professionals who were conclusive about the usefulness of the Toolkit valued it as a 
useful tool. Furthermore, the professionals did not know whether patients appreciated the Toolkit and 
they did not feel more involved in psychosocial rehabilitation than before the Toolkit was used. In 
addition, professionals indicated that they lacked information about the implementation.  
During interviews it was mentioned that the Toolkit provides information and structure for 
both patients and professionals. It helps improving communication between professionals and with 
patients. Although there were inter-centre differences in appreciations of the components, all three 
components of the Toolkit seem to contribute to improving psychosocial rehabilitation. The 
interviewees also indicated that some improvements have been made after the implementation of the 
Toolkit, such as the evaluation of psychosocial treatment goals before discharge, communication 
between disciplines about psychosocial topics, and overall a better structure of psychosocial 
rehabilitation. However, a number of bottlenecks were described as well, such as the current political 
climate and the substantial reduction in financial investment in rehabilitation, the amount of 
professionals involved in rehabilitation, and the insufficient amount of feedback provided by the 
research team.  
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Comparison with former rehabilitants study  
 Parallel to the present research a comparable study within the same project was conducted 
among former SCI-rehabilitants (Onderwater, unpublished). The former rehabilitants evaluated the 
menu comparable to the professionals. The former rehabilitants were enthusiastic about the 
combination of presenting the available psychosocial treatments both textually and verbally, because 
this emphasizes the importance of psychosocial rehabilitation. However, a few former rehabilitants 
indicated that the menu was not highly necessary because the available psychosocial treatments were 
also presented in other ways, which was also addressed by some of the interviewees. Furthermore, 
former rehabilitants thought that psychosocial treatment is integrated in the overall rehabilitation 
program because it is incorporated in the treatment schedules and they assume it is discussed among 
professionals. Thus although professionals felt not involved in psychosocial treatment, patients have 
the idea the entire team is included.  
Moreover, the former rehabilitants addressed various topics, leading to further improvement 
of the Toolkit, which are comparable to those addressed by the professionals. For instance, the timing 
of the presentation of the psychosocial therapies available and clarifying the usefulness of 
psychosocial guidance. 
 
Possible explanations  
 The poor implementation of the Toolkit might be attributed to the implementation process 
itself. The study was not funded and had to be conducted with minimal costs. The researchers might 
have overestimated the ease of the implementation of the Toolkit in the three rehabilitation centres. 
Although the researchers gave a presentation about the Toolkit before the implementation and sent 
multiple newsletters during the one year pilot study, professionals felt still not informed properly, 
mainly since they indicated to have insufficient knowledge about the Toolkit. It seems that more 
education about the purpose and components of the Toolkit is necessarily for implementation. In 
addition, there should be a commitment among all professionals to implement the Toolkit. Finally, 
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someone should be responsible for the implementation and should be a contact person for the team, 
for instance the psychologist.  
Secondly, a response shift among professionals might have occurred. The Toolkit might have 
set high expectations of psychosocial rehabilitation among professionals. It might be that because of 
these expectations professionals evaluate psychosocial rehabilitation in a broader way which resulted 
in less positive evaluations. This might also explain the differences between pre-test and post-test 
responses to the essay question “Mental and social rehabilitation has succeeded when…”. Another 
explanation could be that professionals insufficiently knew about the implementation of the Toolkit 
and they learned from the questionnaires at post-test that something has been done to improve 
psychosocial rehabilitation. Because of this, they might conclude that psychosocial rehabilitation 
must be poor since they were unaware of any changes.  
Furthermore, it can be argued whether any results of the Toolkit could have been expected 
from the start. A stable and proper environment for innovation and implementation might have been 
lacking from the start, because of the current political climate, where rehabilitation has to deal with 
cuts and lack of time. In addition, SCI rehabilitation is still very focused on medical care and therefore 
the base for psychosocial rehabilitation is not solid. A more multidisciplinary approach, including 
consensus about the content of and expectations for psychosocial rehabilitation, is necessary. It might 
be that these situations affect the results of the present study.   
The barriers encountered in the present study are comparable to those found in previous 
research. For instance, factors that are indicated as barriers in stroke rehabilitation are among other 
things: lack of time, education, materials and team functioning and communication (Bayley, et al., 
2012). In addition, another research indicated that implementation requires effort and persistency 
(Janssen, Stroopendaal, Kelder, & Putters, 2013). Furthermore, the barriers we encountered fit within 
the four categories set for barriers and facilitators to implementation of innovation: organisational 
factors (for instance funding and material facilities); user factors (such as a support base among 
professionals and time available); innovation factors (including clear procedures and clinical 
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relevance); and surrounding factors (for instance doubting professionals expertise) (Fleuren, 
Wiefferink, & Paulussen, 2002). Therefore, the requirements for successful implementation should 
be taken into account when the Toolkit is implemented in other rehabilitation centres and precautions 
against violation of these requirements should be taken in advanced.  
 
Limitations 
Besides the previously mentioned explanations, there were some limitations to the study. The 
statistical power of the study was limited and the sample sizes of both pre-test and post-test were 
small. Especially with the amount of post hoc tests conducted, the sample size should have been larger 
to find any proper result. Furthermore, a selection bias might have influenced the results, based on 
self-selection by the professionals. It might be that professionals who completed the questionnaires 
differ from those who did not, for instance in their view on psychosocial rehabilitation, which might 
have influenced the results. In addition, the researcher (EMV) put a lot of effort in increasing the 
response rate at post-test. It could be that because of this, less motivated professionals were included 
as well, which might have led to less positive evaluations. Moreover, for the validity of the analyses 
of the questionnaires, the exploratory factor analyses could not have been conducted because the 
item-to-N ratio was less than 1:20. Furthermore, it can be discussed whether the data was truly 
independent, since part of the respondents might have answered the questionnaires at both pre-test 
and post-test. In that case, the statistical tests used in this study might not have been the most 
appropriate. Nevertheless, because the questionnaires were completed anonymously and data from 
pre-test and post-test could not be matched, independence had to be assumed. Therefore, the results 
should be interpreted with caution.  
 
Further developments of the Toolkit 
Previous research indicated that innovation and implementation occur often simultaneously 
(Janssen, et al., 2013), which was also the case in the present study. During the implementation of the 
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Toolkit additional components of the Toolkit were developed. In the interviews professionals were 
asked how they thought about these new components, such as expanding the menu to all disciplines, 
and using a patients’ checklist for psychosocial treatment goals. The professionals thought it could 
be useful to expand the menu to all disciplines because in that way patients can get a complete 
overview of all therapies available. However, it should not be redundant to the already existing 
information.  
A patients’ checklist could also be valuable, according to the interviewees. It might provide 
more structure and might strengthen patient’s involvement in setting goals for psychosocial 
rehabilitation. During the study one of the researchers (CvL) discussed the patients’ checklist with 
other psychologists at an international congress of the European Spinal Psychologists Association 
(ESPA). In line with the interviewees, the psychologists were enthusiastic about the idea of a checklist 
for patients, although they mentioned some pros and cons (Personal communication with CvL). For 
instance, it was mentioned that among other things the checklist could be used as a mental framework 
for the psychologist, it could improve communication within the team, and it might help explore both 
patient’s and psychologist’s expectations. However, possible downsides of this checklist might be 
that for instance, the psychologist might lose contact with the patient’s wishes and goals and the 
adjustment phase of the patient. Also, not all patients might appreciate the use of a checklist, which 
could lead to conflicts. Furthermore, a warning was given that the checklist might be used as a tool 
by insurance companies to simply cut costs.  
 
Recommendations 
Implementation in the current participating rehabilitation centres should be improved based 
on this study’s results and should take the previously mentioned barriers into account. At first, it is 
important to educate professionals about the content and use of the Toolkit in order to support the 
innovation factors. To optimize user factors the support base by the professionals should be increased. 
This could be done by keeping in touch with the professionals and keeping them informed, for 
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instance through emails, newsletters, presentations and team meetings. In addition, some team 
member, for instance the psychologist, should be responsible for the implementation of the Toolkit. 
The team’s social worker and rehabilitation physician could assist the psychologist by addressing 
psychosocial topics during team meetings more frequently.  
Implementation of the Toolkit in other rehabilitation centres should take these aspects into 
account, as well as organisational factors, such as centre specific needs and wishes and timing of the 
implementation. The implementation should not occur simultaneously with other organisational 
changes within the rehabilitation centre because this could give conflicts and is not efficient. In 
addition, it might be necessary to implement the Toolkit stepwise instead of implementing it all at 
once because it requires a change in working procedure among professionals. For instance, all 
professionals have to discuss the menu with their patients, which requires behavioural changes among 
professionals. In addition, professionals have to be educated about psychosocial treatment goals, 
which costs time. Therefore, a stepwise approach might be beneficial because then all professionals 
can get used to working with the Toolkit, which possibly improves the implementation.  
Future research. It is recommended to replicate the current study in a larger, more 
generalisable sample, taking this study’s limitations and bottlenecks into account. Also, future 
research should evaluate new developments of the Toolkit.  
 
General conclusion 
In conclusion, the Toolkit might be a useful tool in improving psychosocial rehabilitation. It 
contributes to communication and clarifies psychosocial treatment among professionals. Further 
adjustments to the Toolkit’s components might contribute to its usefulness. Attention must especially 
be paid to the implementation process and to the commitment of the team. Improving the Toolkit and 
its implementation might lead to a better psychosocial rehabilitation for persons with SCI and a 
decrease of mental health problems after discharge.  
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Appendices 
Appendix A. Mental and Social Rehabilitation Scale (in Dutch) 
 
Stellingen ten aanzien van de Mentale en Sociale Revalidatie 
Geef uw eigen oordeel over de mentale en sociale revalidatie bij dwarslaesiepatiënten aan de hand van de volgende 
stellingen. 
 
Goed Voldoende 
Kan 
beter 
Kan veel 
beter 
1. Revalidanten weten wat ons aanbod aan mentale en sociale 
revalidatie is.  
□ □ □ □ 
2. Revalidanten maken (naar behoefte) gebruik van ons aanbod aan 
mentale en sociale begeleiding. 
□ □ □ □ 
3. Bij elke revalidant is het ons duidelijk wat wij op mentaal en sociaal 
gebied willen bereiken. 
□ □ □ □ 
4. Alle teamleden zijn deskundig om binnen hun vakgebied 
revalidanten op mentaal en sociaal vlak te begeleiden. 
□ □ □ □ 
5. Het team stemt samen met de revalidant af wat iemand in de 
nazorg nodig heeft ten aanzien van de mentale en sociale 
revalidatie.  
□ □ □ □ 
6. Ik ben deskundig om revalidanten op mentaal en sociaal vlak te 
begeleiden. 
□ □ □ □ 
7. Er worden concrete doelstellingen geformuleerd ten aanzien van 
de mentale en sociale revalidatie. 
□ □ □ □ 
8. De mentale en sociale begeleiding van revalidanten wordt 
onderling afgestemd.  
□ □ □ □ 
9. Welk rapportcijfer geeft u de mentale en sociale begeleiding door 
uw team? 
 
10. Welk rapportcijfer zou de gemiddelde revalidant aan de mentale 
en sociale begeleiding door uw team geven? 
 
 
Sociale en Mentale Revalidatie 
11. De mentale en sociale revalidatie voor een dwarslaesiepatiënt is geslaagd, wanneer: 
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Appendix B. Toolkit Evaluation Questionnaire (in Dutch) 
 Nee, 
absoluut 
niet 
Niet echt 
Een 
beetje 
Ja, zeker 
weten 
Weet ik 
niet 
1. Ik heb meegekregen dat de Toolkit mentale en sociale revalidatie 
is ingevoerd 
□ □ □ □ □ 
2. Het is mij bekend wat de Toolkit mentale en sociale revalidatie 
inhoudt 
- de menukaart 
- psychosociale behandeldoelen stellen 
- de checklist mentale en sociale revalidatie 
 
 
□ 
□ 
□ 
 
 
□ 
□ 
□ 
 
 
□ 
□ 
□ 
 
 
□ 
□ 
□ 
 
 
□ 
□ 
□ 
3. Ik vind de onderdelen van de Toolkit nuttig  
- de menukaart 
- psychosociale behandeldoelen stellen 
- de checklist mentale en sociale revalidatie 
 
□ 
□ 
□ 
 
□ 
□ 
□ 
 
□ 
□ 
□ 
 
□ 
□ 
□ 
 
□ 
□ 
□ 
4. Revalidanten stellen de Menukaart op prijs □ □ □ □ □ 
5. Voor revalidanten is het door (onderdelen van) de Toolkit 
duidelijker wat het aanbod van psychosociale revalidatie is 
□ □ □ □ □ 
6. Door (onderdelen van) de Toolkit zijn alle disciplines nu beter op 
de hoogte van het psychosociale aanbod en van psychosociale 
behandeldoelen 
□ □ □ □ □ 
7. Door (onderdelen van) de Toolkit is het belang van de 
psychosociale revalidatie nu duidelijker voor revalidanten 
□ □ □ □ □ 
8. Door (onderdelen van) de Toolkit ben ik meer betrokken bij de 
psychosociale begeleiding van de revalidanten dan voorheen 
□ □ □ □ □ 
 
9. Heeft u nog opmerkingen of suggesties voor de inhoud van de toolkit? 
 
 
10. Heeft u nog opmerkingen of suggesties voor de wijze waarop de toolkit is ingevoerd of wat er nog zou moeten gebeuren? 
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Appendix C. Topic list Semi-structured interviews (originally in Dutch) 
 
Semi-structured interview Professionals 
Topic list interviews professionals – Psychosocial rehabilitation, post-test 
1. Introduction (5 min.) 
 Introduce yourself:  
o Elsemieke Visse 
o Student RM Clinical & Health Psychology (Leiden University) 
o Master thesis project 
 Pilot study: less attention to psychosocial rehabilitation, although it is important. Toolkit is 
developed to improve psychosocial rehabilitation in patients with SCI. Currently we are 
evaluating the pilot study. 
 Toolkit:  
o Menu 
o Checklist (psychologist, social worker) 
o Treatment goals 
 Interview goals: insight in implementation of the Toolkit. What went well? What is useful and 
what is not? What can be improved? What should we do next? 
 Procedure:  
o Informed consent 
o Anonymous: use of recorder, anonymously processed and used for analyses 
o Possible use of quotes 
o Data possibly used for publication 
 Lots to talk about in short time span. Possible interruptions.  
 Please answer as honest as possible instead of socially desirable. Goal is improvement 
 Any questions? 
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2. Signing informed consent  
 
3. General information 
Gender: m / f 
Age: 
Profession: 
How long employed: 
How long employed within H(Hoogstraat) / R(Rijndam) / M (St. Maartenskliniek):  
 
4. Pilot evaluation (5 min.) 
1. De Toolkit is implemented in the past year in three rehabilitation centres. What did you notice? 
 What is your experience with the Toolkit (Menu, Checklist and Treatment goals)? 
 In what way were you involved?  
2. Based on your experience with the Toolkit in the past year, in what way do you think the 
implementation was successful? 
 To what extent were the goals of the pilot clear? 
 Do you think the pilot’s goals are met (presenting treatments available more clearly, 
integration in rehabilitation team, structured treatment goals)  
• What went well during the pilot, what could or should have gone better? 
• What were the bottlenecks? 
• What is necessary for improvement? 
3. To what extent did the Toolkit contribute to the integration of psychosocial guidance within spinal 
cord injury rehabilitation? 
 Examples? 
 Is that different than before? What is the difference? 
 How do you see your own role in psychosocial guidance? 
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• How do you see your own role in using the Toolkit?  
• Could you have coloured your role in a different way during the pilot study? What 
would have been the consequences (positive and negative)? Examples? 
 
5. Future of the Toolkit: further developments and components 
The psychologists that were involved in the pilot study will further develop components of the Toolkit 
for future use in other rehabilitation centres.  
 
5.1 Menu (5 min.) 
• Complete overview of therapies available 
• Displayed in patients and professionals’ rooms 
• Various professionals discuss the menu with the patient and underline importance of psychosocial 
guidance (contact person, psychologist, social worker, rehabilitation physician, physical 
therapist, occupational therapist) 
  
1. What do you think of the idea developing a menu of patients with all rehabilitation therapies 
presented (physical and psychological)? 
 What should be presented on a complete menu? 
 Should only physical therapy and occupational therapy be added or others too? 
2. Do you think the therapies available become clearer to a patients when a menu is discussed by 
various professions? 
3. To what extent might a general menu affect psychosocial rehabilitation? 
4. What do you think about the idea of displaying the menu at every patients room and at the 
professionals’ offices? 
 Does this improve psychosocial rehabilitation? 
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5.2 Checklist for patients (5 min.) 
• Patients version 
• Psychologist walks the patient through the checklist a set occasions (before and after clinical 
rehabilitation). 
 
1. What do you think about such a patients checklists for psychosocial treatment goals? 
 What would be the pros and cons? 
 To what extent does it contribute to psychosocial rehabilitation? 
2. To what extent does the checklist and discussing it with the psychologist contribute to 
psychosocial rehabilitation? 
 
5.3 Treatment goals (5 min.) 
• Formulation treatment goals ‘as SMART as possible’.  
• Professional will report on treatment goals within electronic patient dossier 
• Creating psychosocial consultations to discuss psychosocial rehabilitation   
 
1. To what extent do you think this is doable for the various disciplines (starting and maintaining 
it)? 
2. What do you think of implementing a psychosocial consultation? 
 Do you think it is possible to create such consultation in which psychosocial issues are 
discussed? 
 What should such consultation look like? 
• Practical: time spent, involved professions, chairman, responsibilities? 
3. Could the electronic patient dossier (EPD) be used in improving psychosocial rehabilitation? 
 Could the EPD be an alternative for psychosocial consultation? 
 Could the EPD be used in integrating psychosocial rehabilitation within the team? 
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5.4 Presenting the Toolkit (3 min.) 
The Toolkit will be presented digitally to the contact person, psychologist, social worker and 
rehabilitation physician of the rehabilitation centre, on a memory stick, which includes all 
components 
 
1. What do you think of this presentation? 
 Could it be useful? 
 How could it be done better or differently? 
 
6. Closing (2 min.) 
1. Anything forgotten? Other suggestions?  
2. Any questions? 
3. If I still have questions when processing this interview, can I send you an email? 
4. Thank you for the interview! 
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Appendix D. Original MSRS frequencies table in percentages  
 
 
 
Could be 
much 
better (0) 
Could be 
better (1) 
1.5 
Sufficient 
(2) 
2.5 Good (3) 
Missing 
(999) 
1. Patient knows what therapies for mental 
and social rehabilitation are available. 
Pre-test 2.0 51.0 2.0 37.3  7.8  
Post-test 7.0 38.0 1.4 26.8  15.5 11.3 
2. Patients make use (as needed) of our 
available therapies for mental and social 
guidance. 
Pre-test 2.0 25.5 2.0 56.9  13.7  
Post-test 2.8 43.7  35.2  8.5 9.9 
 
3. For each patient it is clear to us what we 
want to achieve in mental and social terms. 
 
Pre-test 7.8 56.9 2.0 29.4  3.9  
Post-test 9.9 59.2  19.7  4.2 7.0 
4. All team members are expert within their 
profession of guiding a patient in mental and 
social terms. 
Pre-test 7.8 39.2  39.2  11.8 2.0 
Post-test 9.9 42.3  32.4 1.4 9.9 4.2 
5. The team together with the patient 
determine what is the necessary aftercare in 
mental and social terms .  
Pre-test 3.9 37.3 2.0 35.3 2.0 15.7 3.9 
Post-test 5.6 39.4  39.4  12.7 2.8 
6. I am an expert in guiding a patient in 
mental and social terms. 
Pre-test 2.0 25.5 3.9 51.0  15.7 2.0 
Post-test 1.4 32.4 2.8 43.7 1.4 15.5 2.8 
7. Concrete goals are formulated with respect 
to mental and social revalidation. 
Pre-test 7.8 47.1 2.0 35.3  3.9 3.9 
Post-test 12.7 52.1 1.4 21.1  5.6 7.0 
8. The mental and social guidance is 
established with mutual harmonization. 
Pre-test 3.9 37.3 2.0 43.1  9.8 3.9 
Post-test 2.8 50.7  35.2 1.4 5.6 4.2 
 
  
4 4.5 5 5.5 6 6.5 7 7.5 8 8.5 Missing 
9. Which grade do you 
give the mental and 
social guidance by your 
team? 
Pre-
test 
3.9  2.0  25.5 13.7 39.2 7.8 7.8   
Post-
test 
2.8 1.4 4.2 1.4 25.4 8.5 36.6 2.8 8.5 1.4 7.0 
10. Which grade might 
the average patient gives 
to the mental and social 
guidance by your team?  
Pre-
test 
3.9  3.9  25.5 5.9 41.2 2.0 7.8  9.8 
Post-
test 
1.4  12.7 1.4 15.5 5.6 35.2 1.4 11.3  15.5 
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Appendix E. MSRS essay responses 
 
Centrum MSR is geslaagd voor dwarslaesiepatiënt, wanneer: 
Pre-test 
A hij/zij de weg kan vinden in coping trauma + gevolgen 
A de revalidant zich gehoord voelt en geholpen is 
A 
revalidanten ervaren dat er zowel op mentaal als fysiek vlak alles aan gedaan is om iemand op 
weg te helpen 
A de revalidant optimaal participeert in de samenleving bij een goede QoL 
A hij/zij weet hoe dit verder door te pakken in de thuis situatie 
A 
er vertrouwen is / laagdrempeligheid / een 'klik' is om dit stuk te delen / aandacht te geven vanuit 
de revalidant 
A iemand met ontslag kan en verder kan met zijn/haar leven 
A 
kwaliteit van leven wordt ervaren, iemand zijn leven weer oppakt, deelneemt in de maatschappij 
om kan gaan met teleurstellingen, boosheid, verdriet etc. t.a.v. de dwarslaesie 
A 
(de revalidant) weet wat het aanbod inhoudelijk is, door regelmatig de gelegenheid te krijgen dit 
te benutten. Weten wat de weg is in de periferie en daartoe een aanzet hebben gekregen  
A 
zowel revalidanten als het team weet wat het aanbod is, aan welke doelen gewerkt wordt en wat 
voor nazorg er geboden wordt na de klinische en poliklinische revalidatie 
A De revalidant is degene die kan aangeven of zijn mentale en sociale revalidatie is geslaagd 
A De rev. aangeeft dat hij voldoende en deskundige begeleiding heeft gehad 
A 
De doelstelling v/h team aansluit bij de wens v/d revalidant. Er teambreed duidelijkheid is wat 
het doel is en er eenduidig op geparticipeerd wordt door alle disciplines. Met ruimte/regelmatig 
voor evaluatie tijdens opname 
A 
De revalidant hier met ontslag gaat en dan tevreden met ontslag gaat, dan hebben we het zo goed 
mogelijk gedaan 
A 
als revalidant goed op de hoogte is van hulp die mogelijk is en daar zelf indien behoefde aan 
aanspraak op kan maken. Indien revalidant het niet zelf kan dat vangnet op de hoogte is 
A 
rev in staat is/voelt naar 'oude omgeving en leven' terug te keren. En een bepaalde veerkracht in 
omgang met de veranderde situatie laat zien. Weet waar aan te kloppen voor evt verdere hulp in  
bep. stadia van rouwproces is aangekomen? 
B 
de patiënt zijn leven zelf volledig onder controle heeft en alledaagse activiteiten kan uitvoeren of 
weet te organiseren 
B 
een revalidant zich vrij voelt om zijn zorgen, problemen en eventuele belemmeringen bij MW of 
Psych te benoemen en bespreken 
B 
Het team over voldoende handvatten beschikt om een pt. met (complexe) psychische of 
psychiatrische problematiek optimaal te begeleiden op aangeven van MW/psych 
B 
patiënten weten welke mogelijkheden er binnen Rijndam zijn voor MSR, weten bij wie ze 
terecht kunnen, ze daadwerkelijk gebruik maken van de mogelijkheden indien dat nodig 
is/geacht wordt: als de opgestelde doelen op gebied van MSR (door het team + patiënt) behaald 
worden 
B iemand tevreden is en/of inzicht in de situatie heeft waarom dingen gaan/verlopen zoals het gaat 
B 
problemen en behandelmogelijkheden in kaart zijn gebracht en doelen zijn nagestreefd en met de 
patiënt zijn geëvalueerd 
B hij/zij weer kan meedoen in de maatschappij en zijn oude leven weer kan oppakken 
B 
duidelijk voor patiënt wat er te bieden is, doelen van de patiënt duidelijk zijn, behandelplan en 
zo nodig verwijzing naar elders zijn voldaan. Patiënt tevreden is binnen de grenzen van ons 
kunnen 
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B De benodigde zorg echt geleverd kan worden en niet gehinderd wordt door beperkte formatie 
B 
Er meer uren Psych en MW beschikbaar komen. Er daadwerkelijk psychotherapeutische 
behandeling gegeven kan worden i.p.v. doorverwijzen of niet geven door tijdgebrek goed en 
flexibel kan worden samengewerkt met externe instanties die zich ook met deze zorg 
bezighouden. Team en m.n. VP beter zou zijn geschoold op gebied van de meest voorkomende 
psychosociale problemen 
C De patiënt zicht heeft op zijn eigen mentale en sociale functioneren en hiernaar kan handelen 
C 
De revalidant aan het eind van zijn totale revalidatieperiode zijn nieuw ontstane situatie op 
mentaal en sociaal vlak kan handelen en anders weet waar hij/zij voor hulp terecht kan 
C dat de pat. aangeeft dat er naar hem/haar geluisterd wordt 
C 
een revalidant voldoende steun ervaart en op psychisch gebied vooruitgang/meer stabiliteit 
ervaart 
C 
de revalidant zich gehoord voelt en steun ervaart. Revalidatie aansluit op persoonlijke hulpvraag. 
Daarnaast moet er genoeg tijd in gestoken zijn om voldoende eruit te hebben kunnen halen. Dit 
laatste is vanuit verpleging vaak lastig 
C 
De patiënt met vertrouwen naar zijn thuissituatie gaat, de toekomst aandurft op zijn/haar manier. 
De omgeving (fam, thuiszorg) hierin ook vertrouwen heeft m.b.t. te leveren zorg e.d. 
C Participeert op de manier waar hij tevreden mee is en hierbij ook gelukkig is. 
C 
De patiënt met zijn aandoening weer deel kan nemen aan zijn eigen sociale activiteiten als 
voorheen en hij hierover kan reflecteren 
C 
men zich gehoord voelt. In staat is om te gaan met de verschillende emoties die gepaard gaan 
met het hebben van een beperking. Zelf in staat (evt. met hulp) emoties te plaatsen en 
evenwichtig te voelen, waarbij zowel positieve als negatieve emoties ruimte krijgen 
C 
alle mogelijkheden zijn benut om de rev. en zijn omgeving psychisch te ondersteunen en voor te 
bereiden op de toekomst zowel psychisch als sociaal 
C 
wanneer hij/zij zeker van zichzelf is om weer terug te gaan in 't "gewone" leven na wat hem/haar 
is overkomen. Mogelijkheden ziet en er gebruik van maakt 
C problemen in kaart brengen, doel stellen, aanreiken hulp/bieden hulp, evalueren zorgverlening 
C 
de revalidant een start heeft gemaakt met verwerking (idem bij partner/familie). Voldoende 
kennis heeft om zelf verder te kunnen met regelen van woning/werk/e.d. 
C 
mensen zich gehoord en gerespecteerd voelen, er een goede balans is in hun emoties, zij 
bruikbare handvatten hebben gekregen voor het omgaan met hun huidige en toekomstige, 
(dwarslaesie gerelateerde) problematiek 
C 
De rev. aangeeft hier tevreden over te zijn. Maar ook het team het optimale heeft kunnen 
betekenen 
Onbekend 
deze factoren geen belemmering vromen in het revalidatieproces en de revalidant zich hierin 
serieus genomen voelt als de revalidant zich veilig voelt om zich op dat vlak te uiten 
 
Post-test 
 
A 
ook op dit gebied gevoel heeft eigen regie te hebben of weten hoe en waar hier anders hulp voor 
in te schakelen 
A 
Na klinische ontslag: revalidant kan zich staande houden; Na poliklinisch ontslag: hoge QoL 
score 
A Er goede nazorg is  
A 
Ook op dat gebied mensen in staat zijn hun eigen leven op te pakken, of weten hoe/bij wie ze 
daardoor steun kunnen krijgen 
A Als de revalidant een begin maakt met het verwerken van het gebeurde of dit verwerkt heeft 
A De revalidant op de hoogte is van het aanbod en hiervan voldoende gebruik kan maken 
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A 
Rev. weet wat complete aanbod is en de in het begin (week 1 van opname!) door rev en psych 
gestelde doelen behaald zijn 
A 
Als zij tijdens de rev het gevoel hebben dat zij goed gesteund worden en dat mee kunnen nemen 
naar de thuissituatie Of dat het overgedragen wordt naar hun eigen woonomgeving 
A Revalidant tevreden is 
A 
De revalidant voldoende gebruik heeft kunnen maken v.h. aanbod en de geformuleerde 
(concrete) doelen m.b.t. mentale en sociale revalidatie zijn behaald 
A 
Iemand zich sterk genoeg voelt om het dagelijks leven weer op te pakken en sociale interactie 
aan te gaan 
A Wanneer vraag en aanbod gerealiseerd zijn 
A 
Wanneer er een goed behandelplan is en voor het team handvatten. Wanneer een revalidant op 
de juiste wijze steun kan ontvangen 
A 
revalidant weet of heeft geleerd hoe en waar post-revalidatie hij/zij psychosociale hulp kan 
vragen op basis van zelf evaluatie van (mogelijke) problemen 
A 
revalidant het gevoel heeft dat er op optimaal aandacht voor is geweest en weet wat er aan 
mogelijkheden zijn 
A 
het een terugkerend onderwerp is bij besprekingen en revalidanten doelstellingen behalen en 
tevreden zijn over de begeleiding 
A mensen ruimte ervaren om ook mentaal te revalideren 
A 
Er maar behoefte begeleiding is, en wanneer er een goede doorverwijzing naar perifeer is zo 
nodig. 
A 
een revalidant (en zijn/haar omgeving) meer grip ervaart op zijn/haar leven en handvatten heeft 
gekregen hoe om te gaan met een leven met een dwarslaesie 
A 
Revalidant een voldoende welbevinden heeft in zijn/haar nieuwe situatie en voldoende tools 
heeft om dit in de toekomst zelf te onderhouden of verbeteren 
A Als die persoon na kliniek + polikliniek een ruim voldoende scoort op QoL 
A Vraag aansluit op aanbod 
B 
Een revalidant weet bij wie hij terecht kan & daar waar hij begeleidt wordt ook echt goed 
begeleidt wordt 
B Pt dit ervaart en uitdraagt 
B Pt weer volledig op participatie nivo in staat is aan zijn doelen en levensinvulling te werken 
B 
Alle behandelaars weten hoe ze moeten handelen bij de sociale en mentale revalidatie bij 
patiënten. Alle behandelaars signalen kunnen signaleren 
B 
De revalidant positief is over zijn toekomst. Het zelfbeeld van de revalidant is op niveau van 
voor de laesie 
B Hij/zij weer in de maatschappij zijn plaats weet te krijgen, ongeacht de "handicap" 
B 
De patiënt weet wat het inhoud, waar die moet zijn en ermee uit de voeten kan in de 
maatschappij en/of weet dat het goed is z'n hulp te zoeken 
B Een revalidant weet waar hij/zij terecht kan. Er voldoende tijd voor begeleiding is 
B 
Een patiënt wordt opgenomen en jij ligt hem in over hoe het hier op de afdeling gaat. En dan 
weet de patiënt hoe hij ermee moet omgaan 
B De patiënt niet geregeld aangeeft/zich afvraagt wat hij/zij bij maats. werk en psych moet doen 
B Wanneer ze hun verdere leven kan oppakken en integreren in de maatschappij 
B 
Meer samenwerking met de psycholoog en maatschappelijk werker. De rol van psychiater is 
onduidelijk en geeft geen begeleiding aan het vpk [verpleegkundig] team  
B Men zich gehoord voelt en geholpen voelt. Duidelijk is wat men kan en mag verwachten! 
B met goede begeleiding hij positief terug kan kijken in face waarin hij zich nu bevindt 
B 
patiënt juiste begeleiding ontvangt in de fase waarin hij/zij zich bevindt en hier positief op terug 
kijkt 
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C 
de revalidant de psychosociale factoren die invloed hebben op zijn revalidatieproces en kwaliteit 
van leven herkent en weet waar hij moet aankloppen als hij/zij hulp nodig heeft 
C mensen met vertrouwen in de toekomst + eigen kunnen de revalidatie afsluiten 
C 
Door de enorm verkorte opnameduur moet de rev al sneller de maatschappij weer in. De rev had 
"vroeger" meer tijd om e.e.a. te verwerken en te wennen aan de veranderende situatie; het lijkt 
soms of ze nu een "stoomcursus" ondergaan; voor de fysieke revalidatie is dit geen probleem, 
maar ik denk dat er na ontslag langer begeleiding nodig is voor het mentale/soc. deel 
C 
Ondersteuning van verwerking/acceptatie plaats vindt. Omgeving zich gesteund voelt, weet hoe 
ze pt kunnen ondersteunen. Pt weet met welke vragen hij/zij waar terecht kan 
C Doelstellingen en hulpvragen patiënt naar tevredenheid afgerond zijn 
C patiënt tevreden is 
C 
Er voor een pt. een hulpvraag is op dat gebied en die naar tevredenheid van pt en behandelaar 
aanbod is gekomen 
C 
Revalidant kan uit de voeten met gevoelens, is weerbaarder. Zelfvertrouwen terug vinden, 
ervaren dat er nog nieuwe mogelijkheden zijn. 
C 
Revalidanten + omgeving die steun krijgen die ze nodig hebben. Rev.+omgeving bespreekbaar 
kunnen maken wat ze willen. Rev.+omgeving steun ervaart en ook alles met elkaar kan 
bespreken. 
C 
De pat. en het team van elkaars mogelijkheden op de hoogte zijn en er ook naar wens/behoefte 
gebruik van is gemaakt. 
C 
De revalidant een evenwicht bereikt heeft wat betreft stemming en coping strategieën en 
daarnaast keuzes heeft gemaakt ten aanzien van participatie in de maatschappij. 
C 
De revalidant participeert op het gewenste nivo (van patiënt) en hierbij een voldoende tot goede 
kwaliteit van leven ervaart 
C 
Weten hoe ze verschillende instellingen moeten benaderen (gemeente, thuiszorg..). Weten welke 
instellingen ze waarvoor nodig hebben. Ze hobby’s op kunnen  pakken. Ze deelnemen aan 
arbeidsproces. Ze sociale activiteiten ondernemen met vrienden/partner/familie. Ze bij 
voldoende mensen terecht kunnen voor verwerking. Partner/familie terecht kan voor verwerking. 
C 
De patiënt zich realiseert wat voor problematiek er kan optreden opdat gebied. De patiënt erover 
durft te praten. De patiënt weet bij wie hij moet zijn voor hulp. 
C 
De dwarslaesiepatiënt tevreden is en hij/zij vindt dat er alles aan gedaan is zijn/haar hulpvraag 
hierbinnen te gemoed te komen. Dit met uitzonderingen. 
C Als hij op mentaal gebied goed is bijgestaan waardoor de revalidatie makkelijker verloopt 
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Appendix F. Original TEQ frequencies table in percentages  
 
  
No, 
definitely 
not (0) 
No really  
(1) 
1.5 
A little 
(2) 
2.5 
Yes, 
definitely 
(3) 
I don’t  
know 
(4) 
Missing  
 
1. I know that the Toolkit mental and social 
rehabilitation is implemented. 
 26.8 18.3  23.9 1.4 22.5 5.6 1.4 
2. I know the content of the Toolkit mental and 
social rehabilitation 
 
a) the menu, b) psychosocial treatment goals, c) the 
checklist mental and social rehabilitation 
a) 28.2 14.4 1.4 22.5  25.4 5.6 2.8 
b) 23.9 18.3  18.3  16.9 5.6 7.0 
c) 23.9 19.7  15.5  16.9 5.6 7.0 
3. I think components of the Toolkit are useful 
 
a) the menu, b) psychosocial treatment goals, c) the 
checklist mental and social rehabilitation 
a) 2.8 1.4  5.6  39.4 42.3 8.5 
b) 2.8 1.4  5.6  29.6 52.1 8.5 
c) 4.2   2.8  29.6 53.5 9.9 
4. Patients appreciate the menu  4.2   1.4 
 
 
12.7 69.0 11.3 
5. Because of (components of) the Toolkit, the 
psychosocial therapies available are clearer 
for patients.  
 4.2 1.4  5.6 1.4 11.3 66.2 9.9 
6. Because of (components of) the Toolkit, all 
disciplines are better informed about the 
available psychosocial therapies and about 
psychosocial treatment goals. 
 9.9 18.3  18.3  2.8 40.8 9.9 
7. Because of (components of) the Toolkit the 
importance of psychosocial rehabilitation is 
clearer for patients. 
 5.6 2.8  9.9  9.9 62.0 9.9 
8. Because of (components of) the Toolkit I am 
more involved in the psychosocial guidance 
than before.  
 23.9 23.9  8.5  8.5 23.9 11.3 
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Appendix G. TEQ essay responses 
 
Centrum 
9. Heeft u nog opmerkingen of suggesties 
voor de inhoud van de Toolkit? 
10. Heeft u nog opmerkingen of suggesties voor de wijze 
waarop de Toolkit is ingevoerd of wat er nog zou moeten 
gebeuren? 
A 
integratie in totale menukaart met DWL 
behandeldoelen. Dus uitbreiden (snap dat 
dit buiten de scope van dit onderzoek valt) 
 
A  Beter bekend maken 
A 
Zou als MW-er terug willen horen wat 
reactie van revalidanten was. Kunnen we 
daarop in gesprek 
 
A  Het leeft niet echt in rondvraag/team 
A 
Ik was niet op de hoogte dat deze Toolkit in 
gebruik was 
 
A 
Toolkit meer promoten? Vorig jaar schijnt 
er een kl. Les gegeven te zijn? Misschien 
heb ik ook wel het e.a. gemist in weekmails 
Notitie in weekmail vpl [verpleging]. Benoemen in kl. 
Les die binnenkort door psych op etage 5 - vpl - gegeven 
wordt 
A Ik heb alles gemist.  
A  
Voor de verpleging is de toolkit via mail ingevoerd, ik 
heb verder nooit informatie ontvangen via andere 
besprekingen 
A Maak kenbaar wat het is Meer mee naar buiten treden 
A 
Toolkit meer bekend maken naar de 
werknemers 
zie 9 
A Geen idee. Heb het niet meegekregen. Presentatie een optie? 
A  
Eén keer in de zoveel tijd opnieuw onder de aandacht 
brengen v.h. team  
A 
Door het ontbreken van inhoudelijke kennis 
m.b.t. Toolkit kan ik moeilijk evalueren  
 
A Evaluatie bij patiënten; wat is hun inbreng? 
evalueren; meer duidelijkheid voor team; zowel 
verpleging als behandelaars. Meer hetzelfde uitdragen 
A 
Ik heb de toolkit niet paraat, vind het te 
lastig om ze [de TEQ vragen] te 
beantwoorden 
 
A  
Ik heb eerlijk gezegd wel gehoord dat de toolkit 
geïntroduceerd is, maar heb er in de praktijk niet zoveel 
van gemerkt 
A 
Checklist voor revalidanten ontwikkelen. 
SMART psychosociale behandeldoelen 
formuleren.  
Breder draagvlak creëren in het hele team. Overlegtijd 
creëren om behandeldoelen & aanbod met het team af te 
stemmen 
A Coping stijlen  
B 
Ik denk dat de toolkit niet door alle 
betrokken psychosociale disciplines even 
sterk wordt uitgedragen, iets dat m.i. 
essentieel is. 
zie vorige vraag 
B ? Ken inhoud te weinig 
meer bekendheid teamleden. Nu alleen in overleg a.d. 
orde geweest 
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B  
Ik heb totaal geen zicht of er gewerkt wordt met de 
toolkit. Heb er nog nooit van een patiënt of collega iets 
over terug gehoord, ook niet in rapportages of 
teambesprekingen 
B 
Toolkit is nooit gepresenteerd bij de groep 
V en V, wordt ook nooit besproken tijdens 
PSO overleg op de afdeling 
Het is jammer dat iets geëvalueerd wordt, wat nooit 
bekend is geraakt bij verpleging. Een SPV'er of 
verpleegkundig specialist aanstellen naast de psycholoog. 
Wordt psychiater overbodig omdat VS ook medicijnen 
kan voorschrijven en goede uitleg kan op geven op 
niveau van V&V 
B 
Misschien handig dat wij/ik info over 
Toolkit krijg kan ik er ook beter over 
oordelen. 
Wist van bestaan niet af, dus misschien toch een 
bedenken hoe iederéén geïnformeerd is! 
B  
Ik als VP was absoluut niet op de hoogte van het gegeven 
Toolkit!! Dit is nooit verteld, ook nooit in gebruik 
gezien! 
B Ik heb nog nooit van deze toolkit gehoord  
B 
Toolkit is onbekend en ook nog niet 
werkzaam mee geweest 
niet bekend 
B 
Ik heb er niets van meegekregen ook bij 
navraag aan collega's onbekend 
 
B Meer uitleg, inzicht creëren bij team  
B 
Hoor er nooit wat over, behalve 1x de 
introductie tijdens een overleg 
Als je wilt weten wat het team ervan vind, moet je ook 
het team op de hoogte houden 
B Nog nooit van de toolkit gehoord  
B 
ik heb hier niets van meegekregen, dus weet 
hier niets van 
Ik weet niet hoe die ingevoerd is, alsnog? 
B 
niets van de toolkit is gecommuniceerd naar 
de verpleging, dit is de 1e informatie 
hierover 
wellicht is de toolkit destijds naar de VP manager 
gestuurd echter niet naar VP groep. Moet alsnog 
geïntroduceerd lijkt me. 
   
C Heb ik al gemaakt in de expertgroep  
C 
Toolkit is naar mijn weten niet 
geïntroduceerd op de afdeling 
zie 9 
C Refereerlunch over houden voor hele team  
C  
Zou meer onder de aandacht gebracht kunnen worden. 
Liggen wel bij patiënt, worden naar mijn idee weinig 
gebruikt 
C 
Duidelijk is dat ik er niets van weet: Kennis 
daaromtrent weggezakt?? 
graag nog meer info. over  het onderwerp 
C  Te weinig van meegekregen tijdens invoering en gebruik 
C Te weinig van gebruik ervan meegekregen  
C  
zie blz. 1 [Na de introductie heb ik er niets meer over 
gehoord]. Hierom heeft het niet mijn aandacht gehad. Ik 
heb er ook de revalidanten niet over horen praten 
C 
De Toolkit is bij mij niet bekend. Hierdoor 
is het niet mogelijk antwoord te geven op de 
bovenstaande vragen. 
Beter onder de aandacht brengen bij alle disciplines 
C Geen introductie toolkit, niet gezien/bekend introductie 
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C  
Behalve de eerste presentatie heb ik er nooit meer iets 
van gehoord. De menukaart hangt wel bij de revalidanten 
maar ik heb het idee dat het niet echt leeft binnen ons 
team. 
C 
Ik hoor binnen de afd. niet het gebruik 
ervan -> het woord toolkit in ieder geval 
niet. 
 
C 
Er mag meer aandacht besteed worden aan 
de toolkit; ik heb alleen de menukaart 
gezien. Verder m.i. geen wijzigingen 
zie 9 
C  
Voor mij zou praktisch omzetten naar de praktijk er voor 
zorgen dat ik weet wat mijn aandeel moet zijn in dit 
geheel. Moet ik psychosociale doelen opstellen? Hoe? 
C  
Door de als maar hoger oplopende werkdruk kan het zijn 
dat nieuwe ontwikkelingen niet zo goed binnenkomen als 
eigenlijk zou moeten, bij de andere leden van het team. 
C Ik wil de toolkit graag eens bekijken 
Ik heb er naar mijn idee niets van meegekregen. 
Misschien een mail/overleg gemist? 
C Zou fijn zijn als ik weet wat het is…  
C  
De toolkit ook onder de aandacht brengen bij de 
ervaringsdeskundige 
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Appendix H. Code tree 
Introduction 
Summary 
Quotes 
Experience Toolkit 
 Exp_OwnRole 
  Exp_No my responsibility 
 Exp_Change 
  Exp_Change_Partly change 
   Exp_Change_Partly_More conscious 
  Exp_Change_Nothing changed 
  Exp_Change_Doubting 
Exp_It does not play a part 
Exp_(Partly) used 
 Exp_Use_Treatmentgoals 
 Exp_Use_Menu 
  Exp_Use_Menu_Timing 
Exp_Use_Checklist 
 Exp_Goals Toolkit 
  Exp_Goals_Objectivity is deficult 
  Exp_Goals_No feedback 
  Exp_Goals_Team 
  Exp_Goals_Achieved 
   Exp_Goals_Achieved _PsySo more concrete 
   Exp_Goals_Achieved _Patient better informed 
   Exp_Goals_Achieved _More consciousness 
   Exp_Goals_Achieved _Improved communication 
 Exp_Involved 
 Exp_Not (much) done with 
 Exp_Not involved in practice 
 Exp_(Almost) nothing noticed 
Attention Psychosocial 
 Attention PsySo_Priorities 
 Attention PsySo_Goal rehabilitation 
Implementation 
 Impl_Successful 
 Impl_Not successful  
 Impl_Unknown 
 Impl_Bottlenecks 
  Impl_Bottlen_Team 
  Impl_Bottlen_PersonalContact 
  Impl_Bottlen_CurrentSituation 
Impl_Bottlen_Lack of Feedback 
  Impl_Bottlen_Unknown 
  Impl_Bottlen_Many persons involved 
  Impl_Bottlen_Administration 
  Impl_Bottlen_Policies 
   Impl_Bottlen_Solution 
  Impl_Bottlen_Time 
 Impl_Role psych / sw 
 Impl_Own role 
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  Impl_Own role_Not up to me 
  Impl_Own role_Involvement 
Future 
 Future_Suggestions 
  Future _Sugg_Partner guidance 
  Future _Sugg_Support 
  Future _Sugg_Expercience book 
  Future _Sugg_Feedback 
  Future _Sugg_Implementation 
   Future _Sugg_Impl_Adjustment to centra 
  Future _Sugg_No suggestions 
  Future _Sugg_Keep components 
  Future _Sugg_Coping styles 
  Future _Sugg_Concet with other innovation projects in centra 
  Future _Sugg_Own contribution 
 Future _Timing 
Future _PsySoConsultation 
 Future _PsySC_Team consultation 
 Future _PsySC_Against 
 Future _PsySC_For new sw/ psych 
 Future _PsySC_need 
 Future _PsySC_Adjusting current structure 
 Future _PsySC_EPD 
 Future _PsySC_Practicability 
 Future _PsySC_Persons involved 
 Future _ChecklistPsy 
 Future _SMART treatmentgoals 
  Future_SMART_innovations centra 
  Future _SMART_Discharge 
  Future _SMART_Education 
  Future _SMART_EPD 
  Future _SMART_Communication 
   Future _SMART_Comm_Concrete 
  Future _SMART_Integration 
 Future _ChecklistPatients 
  Future _PtChecklist_Patient 
  Future_PtChecklist_Guiding PsySo 
  Future_PtChecklist_Self reflection 
  Future_PtChecklist_Measurableness 
  Future_PtChecklist_checklist vs conversation 
  Future_PtChecklist_Timing 
  Future_PtChecklist_Team 
  Future_PtChecklist_Overload patient 
  Future_PtChecklist_Existing instruments 
  Future_PtChecklist_Explanation checklist 
  Future_PtChecklist_Complete overview 
  Future_PtChecklist_(Own role) future development 
  Future_PtChecklist_Completing together 
  Future_PtChecklist_Doubting effectiveness 
  Future_PtChecklist_Not a clue of what to expect 
  Future_PtChecklist_Worth trying 
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 Future_Menu 
  Future_Menu_Patient’s need 
  Future_Menu_Existing info 
   Future_Menu_Existing info_redundant 
  Future_Menu_Own contribution PsySo 
  Future_Menu_innovations within centra 
  Future_Menu_design 
  Future_Menu_Team / communication 
  Future_Menu_Extenting 
   Future_Menu_Extenting_Aditional therapies 
Closing words 
EPD 
 
 
